Objectives: Psychiatric outreach services that provide mental health assessment and treatment to older adults in their homes or communities are widely promoted as improving access and outcomes for older adults. However, a systematic review of the efficacy of these services has not been done. This review evaluates the evidence base for the effectiveness of outreach services for older adults with mental illness in noninstitutional community settings. End points of interest include the ability of the outreach program to increase access to mental health services and improve psychiatric outcomes. Methods: MEDLINE, CINAHL, PsycINFO, and Web-of-Science databases were searched for articles in English that were indexed through May 2004. Studies were included if they evaluated face-to-face psychiatric services provided to adults aged 65 and older with mental illness and if they were randomized controlled trials, quasi-experimental outcome studies, uncontrolled cohort studies, or comparisons of two or more interventions. Articles were excluded that evaluated interventions that were provided in institutional settings or that focused on persons with dementia or their caregivers. Results: Fourteen studies matched all the inclusion criteria. Two studies (one controlled prospective study and one study that used a comparison group) found support for the use of gatekeepers-nontraditional referral sources-in identifying socially isolated older adults with mental illness. Twelve studies (five randomized controlled trials, one quasi-experimental study, and six uncontrolled cohort studies) found that home and community-based treatment of psychiatric symptoms were associated with improved or maintained psychiatric status. All randomized controlled trials reported improved depressive symptoms, and one reported improved overall psychiatric symptoms. Conclusions: Limited data supported the effectiveness of outreach services in identifying isolated older adults with mental illness. A more substantial evidence base indicated that home-based mental health treatment is effective in improving psychiatric symptoms. Studies are needed that apply more rigorous methods evaluating the efficacy of case identification models and subsequent treatment for older persons with a variety of psychiatric di-
O lder adults have historically underused mental health services. Low service use has been attributed to both personal and system barriers. To overcome these barriers and increase the use of mental health services, outreach models of care have been developed that provide services in settings where older adults reside or spend a significant amount of time. Outreach services have been nationally promoted as a means of improving access and mental health outcomes, yet their evaluation in older adult populations has been limited.
In less than ten years, the first of the baby-boom population will reach the age of 65 years (1) . The aging of this population, especially the aging of persons with mental illness, is predicted to challenge the delivery of health care in an already impaired system. One in five older adults has a mental illness (2) . The most prevalent conditions include anxiety and depressive disorders (3). Psychotic illnesses and substance abuse are less common (3). Projections indicate that the number of older adults with mental illness will more than double, from seven million in the year 2000 to 15 million by the year 2030 (2) .
Untreated mental illness among older adults has a significant impact on health, functioning, and health service use and costs. For instance, late-life mental illness has been associated with impaired independent and community-based functioning, impaired cognition, poor medical and health outcomes, high medical comorbidity, increased disability and A Systematic Review of the Effectiveness of Community-Based Mental Health Outreach Services for Older Adults mortality, and compromised quality of life (4, 5) . Mental illness among older adults has also been correlated with increased use of health care, increased placement in nursing homes, increased burden on medical care providers, and higher annual health care costs (6) (7) (8) (9) (10) .
In light of the significant burden of mental illness on older adults and on the health care system, the past 15 years have seen a dramatic increase in the knowledge of appropriate treatments for geriatric mental illness. A large body of data suggests that mental health interventions are successful in improving psychiatric outcomes of older adults with depression and dementia (11) . A limited number of studies support the efficacy of interventions for late-life substance abuse, anxiety, and schizophrenia (11, 12) .
Despite the high prevalence of late-life mental illness and evidence for the efficacy of several pharmacologic and psychotherapeutic interventions, mental illness is underrecognized and undertreated in this population. It is estimated that approximately half of older adults with a recognized mental disorder do not receive mental health services (13) . Older adults are unlikely to use traditional clinic-based mental health services for a variety of reasons, including physical frailty, transportation difficulties, isolation, and stigma (14) .
Poor access to mental health care has prompted national policy leaders to consider novel strategies for providing mental health services to older adults. Recent reports from the Administration on Aging (14) , the Surgeon General (4) , and the older adult subcommittee of the President's New Freedom Commission on Mental Health (15) have promoted the provision of outreach services to older adults in noninstitutional communitybased settings as a potential mechanism for increasing access to mental health care. These reports have described outreach services as the detection and treatment of mental health problems in settings where older adults live, spend time, or seek services. The primary elements of outreach services include case finding, assessment, referral, treatment, and consultation. For instance, outreach programs may offer early intervention, facilitate access to preventive health care services, provide evaluation services, refer individuals to community treatment or supportive services, and provide services designed to improve community tenure. Despite the national promotion of outreach services, a systematic review of their effectiveness has not been done. A systematic evaluation of this service delivery approach has implications for guiding national health care policy.
This review evaluates the evidence base surrounding the provision of psychiatric outreach to older adults in noninstitutional settings, as identified by models of case identification and mental health treatment. Specifically, this review addresses whether geriatric mental health outreach services are effective in improving access to mental health care through the identification of isolated older adults and in improving mental health symptoms or outcomes?
Methods
To identify relevant articles for this review, MEDLINE, PsycINFO, CINAHL, and Web-of-Science databases were searched within three topic areas for English language articles that were indexed through May 2004: community outreach services (keywords: "outreach," "gatekeeper," or "consultation and referral"), mental illness (keywords: "mental," "depress * ", and "psych * "), and older adults (keywords: "geriatric," "latelife," or "elderly"). Additional articles were identified through bibliographic review and MEDLINE and Web-ofScience-related records searches.
Studies were included that evaluated face-to-face psychiatric outreach services provided to adults aged 65 and older with mental illness. Services included case-finding and identification programs as well as treatment that was provided in community-based noninstitutional settings, such as senior centers, senior residential care settings, and home-based settings. Studies were eligible if they were randomized controlled trials, quasi-experimental outcome studies, uncontrolled cohort studies, or comparisons of two or more interventions.
Studies were excluded if they evaluated services that were provided in institutional settings-for example, nursing homes or hospitals. Because the goal of this review was to determine the effectiveness of outreach services for primary psychiatric disorders, interventions that explicitly focused on persons with dementia or their caregivers were excluded. Finally, we excluded articles that had at least one author in common and only minor differences with respect to study samples and efficacy results.
Selection of trials
A total of 145 articles were identified through the literature search, and 17 articles were identified through bibliographic and related records searches. A total of 104 articles were rejected because of sample selection (that is, a nongeriatric population), provision in an institutional setting, or lack of face-to-face contact. Forty additional articles were excluded on the basis of the quality of data presented: 36 contained only model descriptions or descriptive data, and four described small case studies. Among the 18 remaining reports, 14 fulfilled all inclusion criteria and four were excluded because they were published in duplicate. Among the 14 studies in our final sample, five studies were randomized controlled trials (16) (17) (18) (19) (20) (21) (22) , one used a quasi-experimental design (23) used a controlled prospective cohort (24) , four used an uncontrolled prospective cohort (25-28), two used an uncontrolled retrospective cohort (29, 30) , and one provided outcome data on intervention and control cohorts (31) (32) (33) .
Data extraction and analysis
Descriptive characteristics and outcome data were abstracted from the 14 reports that met all our inclusion criteria by using a standard data collection form. Data included study type, model description, inclusion and exclusion criteria, sample characteristics, duration of the study, completion rate of the study, whether the intervention and outcome assessments were blind, study measures and outcomes, and strengths and weaknesses. Primary outcomes of interest included use of mental health services and improvement in psychiatric symptoms. Statistical aggregation of data was not feasible because of the lack of similarity among studies with respect to study design, inclusion criteria, sampling, and outcome measures.
Results

Effectiveness of case identification strategies
Studies evaluating the effectiveness of case identification models are summarized in Table 1 . The studies highlight the gatekeeper model (nontraditional community referral sources) in comparison with traditional referral sources (medical providers, family members, informal caregivers, or other concerned persons). The gatekeeper model recruits community service personnel who have frequent contact with older persons, such as meter readers and utility workers, to identify and refer individuals for assessment. Assessment in both referral models focuses on identifying unmet needs and comprehensively evaluating physical health, mental health, and psychosocial needs. On the basis of identified needs, treatment recommendations are developed in concert with a multidisciplinary team.
Two evaluations that compared referrals by gatekeepers with those by traditional sources were identified, including one observational comparison study (31) (32) (33) and one controlled prospective study (24) . Older adults evaluated in these studies had similar ages, gender distributions, and marital status. Diagnoses varied across studies. Often the studies had more individuals with a diagnosis of dementia or depression, as opposed to other diagnoses.
As shown in Table 2 , gatekeepers identified approximately 40 percent of older persons referred to elder services. Differences were found in characteristics between individuals referred by gatekeepers and those referred by a medical provider or another traditional source. Older adults referred by gatekeepers were significantly more likely to live alone and were more often widowed or divorced. Moreover, individuals referred by gatekeepers were significantly more likely to be affected by economic and social isolation. These findings suggest that the gatekeeper approach reaches individuals who are less likely to gain access to services through conventional referral approaches. At the time of referral, individuals referred by gatekeepers were significantly less likely than individuals referred through traditional sources to use services. However, individuals from these two groups had similar service needs, which indicates that those referred by gatekeepers had a larger gap between services needed and services received (31) (32) (33) . At the one-year follow-up, older persons referred by gatekeepers had no difference in service use or out-of-home placements compared with individuals referred by traditional sources. The authors concluded that older adults referred by gatekeepers do not place overly high service demands on the health care system (24) .
Effectiveness in improving psychiatric symptoms and outcomes
Most evaluations of communitybased mental health outreach models examine the impact of these services on symptoms and community tenure. These models generally employ a multidisciplinary team of providers to develop a care management protocol, which is implemented within a residential setting. Treatment recommendations vary significantly among individuals and are implemented through a variety of sources. Some T Ta ab bl le e 1 1 Description of studies that evaluated the effectiveness of referral models for identifying older adults in noninstitutional settings who are aged 65 and older and have mental illness outreach teams employ a model consisting of assessment and referral, whereas others directly implement treatment recommendations by clinicians on the assessment team. The effectiveness of outreach services in improving psychiatric symptoms and community tenure are reported in 12 studies, including five randomized controlled trials (16) (17) (18) (19) (20) (21) (22) , one quasi-experimental study (23) , and six uncontrolled cohort studies (25-30), as shown in Table 3 . Older adults participating in these studies were predominantly female and tended to be between 75 and 85 years old. Three studies focused exclusively on older persons with depression, whereas the other nine studies included individuals with a range of diagnoses. All provided services in the older adults' place of residence.
Four randomized controlled trials examined the effectiveness of implementing a care management protocol that was developed by a multidisciplinary team, although providers differed across studies. Rabins and colleagues (17) 
T Ta ab bl le e 2 2
Outcomes reported from studies that evaluated the effectiveness of referral models for identifying older adults in noninstitutional settings who are aged 65 and older and have mental illness ferred by a referred gatekeeper, a medical provider, or an-ed outcome data gatekeeper by a medother source had similar rates of serthat were obical provivice use and out-of-home placements. tained by the clinder or Significantly more persons who were icians who proanother referred by gatekeepers lived alone vided the intersource (70 percent, compared with 35 percent ventions. The anof those who were referred by a med-alysis did not adical provider or another source), and just for severity or fewer were married (20 percent, com-for baseline differcompared with 49 percent who were ences. The model referred by a medical provider or had been in place another source).
for many years.
T Ta ab bl le e 3 3
Description of studies that evaluated home and community-based treatment for older adults in noninstitutional settings who are aged 65 and older and have mental illness cians and residential staff to implement the intervention. The fifth randomized controlled trial evaluated the effectiveness of problem-solving therapy that was provided by social workers in senior public housing under the supervision of a psychiatrist (16) . As shown in Table 4 , relative to usual care, all interventions were associated with significant improvement in depressive symptoms. Of note, Rabins and colleagues (17) also found that outreach services were associated with a decrease in overall symptom severity, as measured by the total Brief Psychiatric Rating Scale score, for individuals with a variety of psychiatric disorders. A recent quasi-experimental study evaluated a multifaceted education and support program that was administered in a residential care setting and compared the results with those of a usual care program (23) ( Table  3) . The target population included older persons who were incapable of living independently because of physical, psychiatric, or psychosocial constraints yet did not require extensive nursing home care. The intervention included training for caregivers and other employees of the residential home, informational meetings for residents and their relatives, and support groups and discussion and feedback sessions for care providers. As shown in Table 4 , results indicated that an intervention that provides education, support, and feedback to residential care providers can reduce depressive symptoms and maintain health-related quality of life for older persons.
Findings from the small group of longitudinal cohort studies suggest that multidisciplinary outreach teams are associated with reduced psychiatric symptoms relative to baseline levels. These studies provided inhome assessment, followed by interventions that included either referral 
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Outcomes reported from studies that evaluated home and community-based treatment for older adults in noninstitutional settings who are aged 65 and older and have mental illness ured by the Hopkins Symptom Checklist. had a greater percent in the Possible scores of the checklist range from proportion of control group 0 to 4, with lower scores indicating better dysthymia than functioning. The intervention group had the control a mean±SD score of 1.3±.5 before the group. intervention and a mean score of .8±.6 after the intervention. The control group had a mean score of 1.2±.5 before the intervention and a mean score of 1±.5 after the intervention. Forty-three percent of the intervention group showed at least a 50 percent reduction in depression symptoms, compared with 15 percent of the control group. Thirty-six percent of the intervention group had remission of depressive symptoms compared with 12 percent of the control group. The intervention group had more improvement in functional and emotional well-being as measured by the Functional Assessment of Cancer Therapy Scale. Possible scores of the scale range from 0 to 4, with lower scores indicating better functioning. Mean functional change scores were .52 (confidence interval [CI]=.29-.74) for the intervention group and .09 (CI=-.14-.33) for the control group. Mean emotional change scores were .33 (CI=.14-.52) for the intervention group and .11 (CI=-.09-.31) for the control group. No difference was found between the groups in service use or social and physical well-being. Thirty-three control group had a mean score of 30.1± percent dropped 11.2 before the intervention and a mean out of the study score of 33.9±13.6 after the intervention. because of death The intervention group also had more or a move; an improvement in depressive symptoms additional 13 as measured by the Montgomery Asberg percent refused Depression Rating Scale. Possible scores to complete the on the scale range from 1 to 60, with lower study. scores indicating better functioning. The intervention group had a mean score of 13.7±9.5 before the intervention and a mean score of 9.1±6.2 after the intervention. The control group had a mean score of 11.7±5.8 before the intervention and a mean score of 15.2±9.5 after the intervention. No difference was found between the two groups in undesirable moves, than the control group at follow-up. De-periods were percent in the pression was measured by the Geriatric not concurrent. control group Depression Scale; possible scores range The study was from 1 to 30, with lower scores indicating conducted in better functioning. Before the intervenonly 1 large restion, 44 percent of the intervention group idential facility. had scores of 14 or higher, 56 percent had At follow-up 75 scores ranging from 10 to 13, and none percent of partihad scores of 9 or lower. After the intercipants comvention, 34 percent of the intervention pleted the Gerigroup had scores of 14 or higher, 32.6 per-atric Deprescent had scores ranging from 10 to 13, sion scale, but and 33.7 percent had scores of 9 or lower. only 58 percent Before the intervention, 33 percent of the completed all control group had scores of 14 or higher, measures. 68 percent had scores ranging from 10 to 13, and none had scores of 9 or lower. After the intervention, 45 percent of the control group had scores of 14 or higher, 31 percent had scores ranging from 10 to 13, and 24 percent had scores of 9 or lower. Factors associated with lower Geriatric Depression Scale scores included low baseline Geriatric Depression Scale scores, high baseline basic functioning, low neuroticism, younger age, and intervention participation. groups received care management proto-low power, varipercent in the cols provided by the general physician. able follow-up control group Individuals with long-term depression did length, and limbetter in the intervention group than the ited implemencontrol group as measured by the Short tation of social Comprehensive Assessment and Referral and antidepresEvaluation. Possible scores range from 1 sant treatment. to 18, with lower scores indicating better In addition, functioning. The intervention group had most analyses a mean score of 9.3±2.7 before the inter-showed no difvention and 6.3±3.5 after the intervention. ference between The control group had a mean score of the two groups. 9.1±2.7 before the intervention and 9.2± 3.4 after the intervention. This finding was the only difference that was found between the control and intervention groups.
Quasi-experimental study a Cuijpers et al. 213 211 1 year 59 percent The intervention group had greater imThe study was (23) , 2001 provement in depression as measured by not randomized, the Geriatric Depression Scale. Possible there was a high scores range from 1 to 30, with lower dropout rate, scores indicating better functioning. The and it was unintervention group had a mean score of known which 8.1±5.1 before the intervention and participants re-7.6±5.2 after the intervention. The conceived the group trol group had a mean score of 9±5. 4 therapy compobefore the intervention and 9.3±4.2 nent. Also, the after the intervention. The intervention change in the group also had greater improvement Geriatric Dein health-related quality of life as pression Scale measured by the 20-Item Short-Form score was not Health Survey. Possible scores range clinically from 1 to 100, with higher scores indisignificant. cating better functioning. The intervention group had a mean score of 30.4± 38.8 before the intervention and 29.5± 34.9 after the intervention. The control group had a mean score of 37.9±36 before the intervention and 21.9±31.5 after the intervention. Assessment of Functioning Scale. Possible trol group and scores range from 1 to 100, with higher had a limited scores indicating better functioning. Par-analysis of ticipants had a mean score of 40.5±18. 6 potential outbefore the intervention and 48.2±22.3
comes. The anafter the intervention. Participants alyses were conreceived more hours per week of homefounded by uncare services after the intervention (34.6 measured vari- and linkage to outpatient treatment or to in-home psychiatric care. However, the specific interventions and outcomes differed, limiting crossstudy comparisons or pooling of results. These multidisciplinary geriatric mental health outreach interventions were associated with improved global functioning (25), reduced psychiatric symptoms (27, 30) , and fewer behavioral disturbances (26) relative to baseline measurements of symptoms and functioning (Table 4 ). In addition, these interventions were associated with maintained independence (28, 29) and were perceived as helpful to caregivers and referring agents (26) .
Discussion
This systematic review of randomized controlled trials, uncontrolled cohort studies, and quasi-experimental outcome studies provides qualified support for the effectiveness of multidisciplinary psychogeriatric outreach services. Nonrandomized comparison studies of the gatekeeper model suggest that unconventional case finding approaches that are linked with referral to mental health providers may improve access for a group of older adults who are isolated and have a variety of diagnoses. Similarly, findings from a limited body of literature suggest that multidisciplinary care provided in an older person's home is effective in improving psychiatric outcomes. However, the data supporting these assertions are of variable quality. As such, any conclusions drawn should be tempered by the methodologic limitations of these data. General conclusions drawn from pooled data in the form of metaanalyses or other cross-study evaluations are not possible because of the lack of comparability in study interventions, designs, and outcome measures. Our study found few randomized controlled trials, and in only one of the nine nonrandomized trials did the analysis adjust for severity of psychiatric symptoms (23) . Furthermore, some studies reported outcome data that were obtained by the clinicians who provided the interventions. Among the 14 studies that we found, nine employed independent outcome raters (16) (17) (18) (19) (20) 23, 25, 26, 30) , two documented interrater reliability (18, 26) , and seven used an intent-totreat analysis (16) (17) (18) (19) (20) 23, 29) . In general, uncontrolled cohort studies failed to qualify their conclusions by discussing the possibility that symptom improvement could represent regression to the mean. Finally, only two studies included information on the cost of the intervention (16, 30) , limiting the capacity of policy makers or providers to assess practical considerations associated with implementing and sustaining these treatment models in routine clinical settings.
Studies also varied with respect to case identification methods, type and intensity of treatment provided, composition of the treatment team, duration of follow-up, use of standardized measures, and participants' characteristics. Two of the 12 outcome studies used gatekeepers to make patient referrals (17, 30) , two used traditional referral mechanisms (25,28), and most screened participants from home and residential care settings or senior service agencies (16, 18, 20, 21, 23, 27) . Follow-up periods ranged from three months to three to four years. Outcomes varied across studies, and many studies failed to use standardized assessment measures (24, (26) (27) (28) (29) 31 given of the selection process for the 30 clients in the study. Also, sensitivity of the measures was questionable.
outreach service models using standardized inclusion and evaluation criteria. However, this review has several important limitations. First, the search strategy was limited to articles that were published in English. Second, the lack of a common taxonomy for characterizing types of mental health service models and associated outcome studies presents the possibility that this review failed to identify all relevant studies. Furthermore, this review process did not evaluate abstracts from scientific meetings, nor did it attempt to contact investigators in the field to identify unpublished studies. In addition, publication bias must be considered-studies with negative findings may not have reached dissemination venues. These factors may result in the underidentification of relevant evaluations of the outreach model and may have biased this review in favor of outreach services.
This systematic review applied a standardized approach to evaluating the effectiveness of face-to-face home and community-based mental health outreach interventions for older adults. It excluded outreach to institutional settings, which has been associated with improved clinical outcomes and lower use of acute services (34) . It also excluded video-based outreach to rural areas. Although geriatric telepsychiatry shows promise for improving access to mental health care in underserved areas, literature on the application of this technology is limited to a small number of feasibility studies (35) .
Our examination of the outreach literature was dominated by qualitative and observational outcome data (as evidenced by the 36 descriptive and four case study reports we found among the 58 studies that we reviewed). Although randomized controlled trials offer more support for a causal relationship, there is an inherent difficulty in executing and evaluating these trials in the field of mental health services. As such, the contribution from lower tiers of evidence should not be ignored, especially in an area with potential for improving access and quality of mental health care.
Conclusions
A diverse group of data-based studies support the use of outreach services in identifying isolated older adults and in improving the psychiatric symptoms of older persons. However, the preponderance of published literature in this area is anecdotal. Many of the published reports of outreach services suffer from methodologic limitations and potential difficulties with generalizability. Although some data provide evidence necessary for supporting national recommendations, much remains to be learned about the effectiveness of these services. Well-designed, controlled studies are needed to confirm the effectiveness of outreach services with respect to case-finding techniques and generalizability of symptom reduction. Rigorous evaluation of outreach services is suggested across diverse populations and residential settings. Further research should employ manualized protocols in conjunction with the use of fidelity assessments and common outcome measures. Ultimately, outreach services may provide an essential bridge that connects effective pharmacologic and psychosocial interventions with individuals most in need of these interventions. ♦
